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OPERATION FOR SECONDARY CATARACT FOL- 
LOWED BY IRIDO-CYCLITIS AND 
CONSECUTIVE GLAUCOMA. 


BY THOMAS R. POOLEY, M.D., NEW YORK, 


Surgeon to the New Amsterdam Eye and Ear Hospital; Professor of Ophthalmol- 
ogy in the New York Polyclinic. 


In alarge percentage of cases of cataract extraction, whether 
by Graefe’s method or the one now more in vogue, simple ex- 
traction, the acuteness of vision, in successful cases, does not 
come up to the expectation of either the patient or the ope- 
rator. This is due to the presence of capsular remnants which 
greatly interfere with perfect vision, and renders the operation 
for discission of the capsular membrane necessary. While 
serious reaction after carefully performed operations of this 
kind is infrequent, nevertheless it does occur, and that the 
character of the reactive process, thus awakened, may be suf- 
ficient to menace the eye, is sufficiently well illustrated by the 
following case: 

July 8, 1891, I made an operation for the extraction of cat- 
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aract upon the right eye of Mrs. M., zxt..60, by Graefe’s 
method. The cataract was not entirely matured, some of the 
anterior cortical f.bres being still semi-transparent. The ex- 
traction was without the slightest accident, and the cortical 
remnants left behind were carefully removed. Cocaine was 
used in the operation. The healing was without any pain or 
reaction of any kind, and the patient was discharged from the 
hospital two weeks after the operation with V.="*/:xx with 
+15 D., and she could read Jaeger No. VI with +18 D. The 
pupillary area was seen upon oblique illumination to be almost 
entirely occupied with a thin capsular membrane, and the 
probable necessity for a secondary operation explained to 
her. 

September 15, she returned for examination, and the sec- 
ondary membrane had still more developed. V.=*/, only, 
and Jaeger VI. Discission was proposed again, but she 
wanted to wait for settled cool weather, and did not return for 
the operation until October 7, when the operation for discis- 
sion was made. 

The operation done was the one recommended by Knapp 
(see Archives of Ophthalmology, Vol. VIII, p. 212), made with 
his discission knife No. 3; and when completed showed a 
central opening in the capsule which gave a nice black pupil. 
Cutting the capsule was, however, unusually difficult on ac- 
count of its toughness, and a good deal of traction was made 
in accomplishing it. In withdrawing the knife, with the escape 
of the aqueous, there was a slight escape of a thin fluid vitre- 
ous as well. A drop of atropine was instilled, both eyes band- 
aged and the patient put to bed. The patient experienced 
very severe pain during the night, which began almost imme- 
diately after the operation and increased in severity. 

An inspection of the eye was made the following morning. 
There was considerable swelling of the lids, circum-corneal 
injection, haziness of the contents of the anterior chamber, 
and some swelling of the cataractous membrane, but the most 
alarming feature was the increased tension, which was fully 
equal to T+-1; she could count fingers, but the field was some- 
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what restricted inward and upward. A drop of a'/,% solution 
of eserine was put in the eye, to be repeated as required. There 
was at this time no pain on pressure over the ciliary region. 
The character of the pain was of the typical glaucomatous 
type. Under this treatment there was a subsidence of the pain 
during the day, but it returned in the night with almost equal 
severity, and in the morning the condition of the eye was, if 
possible, still moré threatening. Leeches were now applied, 
and the instillations of eserine made more frequently. The 
pupil was only moderately contracted by the eserine. The 
necessity for the relief of the increased tension was such as to 
make an operation, either another iridectomy downward, or 
sclerotomy seem imminent, but inasmuch as there was a good 
sized coloboma upward, and neither vision nor restriction of 
the field was worse, I determined to wait. A slightly stronger 
solution of eserine was used every two to three hours. 

The following morning, October 9, the patient had spent a 
good night, comparatively free from pain, slept well, and 
the eye had very much improved, although there was still 
some increased tension and marked circumcorneal injection. 
Without going into tedious detail as to the progress of the 
case, it may be thus summed up: 

There was a gradual improvement with, at times, marked 
exacerbations of the glaucomatous attacks, until October 17. 
These’attacks of increased tension were always more pro- 
nounced when the use of eserine was omitted, and when 
atropine was once used to break up a slight synechia, which 
seemed to be caused by it. As the distinctive character of 
the glaucoma subsided, the evidence of cyclitis became more 
apparent by pain on pressure over the ciliary region, about 
15° to the inner side of the vertical meridian. In two weeks 
after the operation the patient was‘discharged with a prescrip- 
tion for sulphate of eserine which she was told to use, if neces- 
sary. The eye was then nearly white, all increase of tension 
gone, although she had not used eserine for several days; 
there was slight pain on pressure over the globe, but no re- 
striction of the field. 
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' October 21, she returned to show her eye, with the state- 
ment that during the week she had been home there had been 
no return of pain, and that she had not had to use the drops. 

November 29, I tested her vision, and found that with +15 
D. V. ="/x;, and with +18 D. she could read No. 1'.. There 
was a beautiful, centrally placed opening in the capsule, and a 
clear black pupil. Knapp says; “should vitreous escape (Joc. 
cit.), then some step of the operation, or the proportions of the 
instrument, are faulty, and the operation may be followed by 
unusual irritable reaction.”” The truth of this remark is evi- 
denced by the very unpleasant experience of this case. I 
mentioned immediately upon the completion of the operation 
that I feared we should have reaction—which was, no doubt, 
due to the complication in the operation, which I believe to 
have been due in part to the difficulty in cutting the mem- 
brane, and in part to the faulty character of the instrument, 
since I usually accomplish the operation without emptying the 
anterior chamber, and with only slight escape of aqueous. In 
most of the cases I have operated on there has been but very 
little reaction, and it is only necessary to keep the patient in 
the hospital for four or five days. 

This is only the second case in which I have had any con- 
siderable reaction, although I do not hesitate to make the 
operation of discission in all cases where the sharpness of vi- 
sion is considerably reduced by the existence of capsular mem- 
brane. For all this, it is subjecting the patient to an addi- 
tional ordeal, and I should hail with pleasure any safe proceed- 
ure which would do away with the necessity for a secondary 
operation. 


IMPROVED REVERSIBLE SPECTACLES. 


BY E, OLIVER BELT, M.D., WASHINGTON, D.C, 


Persons who are near-sighted or far-sighted frequently re- 
quire two pairs of spectacles, one pair for distance, and another 
pair for near work. Such patients complain ot the bother of 
carrying two pairs of spectacles, and the oculist or optician is 
called upon to devise some method by which one pair of spec- 
tacles can be made to serve both purposes. To meet this de- 
mand the Franklin or bi-focal lenses have been made. They 
consist of lenses so ground that the upper part of the lens 
suits for distant vision, and the lower part for reading or near 
work, 

The greatest objection to such lenses are the impossibility 
of getting them properly centered, and the great contraction 
of the field of vision necessitated by puttmg two lenses in one 
eye-piece. However, for persons who can see with both eyes 
the above arrangement seems to be the best that can be made. 

But we come across quite a number of people who are blind 
in one eye from one cause or another, and whose seeing eye 
requires a lens for distance, and a different one for near work. 
In such patients as these the reversible spectacles are used. 

Those in general use consist of the ordinary spectacle 
frames with straight temples and what is called the X bridge. 
The lens for distance is put in one eye-piece, and the reading 
lens in the other, so if one is using his reading lens, and wishes 
to change for the other, he only has to turn the frames over, 
and that brings the lens for distance in front of the eye. 

The great objection to this form of reversible spectacles is 
that the X bridge does not fit the nose. Ifthe patient has a 
high nose, in reading he willlook under his spectacles. If he 
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has a low nose, they may be all right for reading, but he will 
look over his spectacles when he Wishes to look at a distance. 

These objections ,are obviated by the spectacles which I 
have had made, and the advantages claimed for them are that 
the bridge may be adjusted to suit any nose, and the lenses 
properly centered in front of the eye. The construction of 
these spectacles is simple. Any bridge that will fit the nose 
will do, provided it is placed in the plane corresponding with 
the eye piece. Hooked temples are used to go behind the 
ears instead of the straight temple. These are attached to 
the eye piece by a hinge joint, dut the shoulders are filed off so 
the temples can be reversed, and the spectacles turned around, 
instead of over, thus enabling us to have the bridge made to 
suit the nose, and the. lens properly adjusted in front of the 
eye, as above claimed. 

Such a pair of spectacles I found in the bende of a patient, 
about four years ago. Seeing their value, I had a pair made, 
and called Dr. Chisolm’s attention to them. He frequently 
prescribes them for cataract patients who have only one eye 
operated upon. 

I do not think the attention of the profession has been 
called to them before. 


CORRESPONDENCE. 


Cuicaco, NovEMBER 21, 1891. 


Epitor AMERICAN JOURNAL OF OPHTHALMOLOGY.—Dr. Cot- 
ter’s experience as to the relative merits of atropine and homa- 
tropine for the production of mydriasis as given in the last 
number of your JOURNAL is buta duplicate of the experience 
of every physician who has compared the effects of the drugs. 
It is difficult toexplain the continued confidence of some lead- 
ing eye specialists in the power of homatropine to completely 
relax the accommodation, when all the experiments of reliable 
observers demonstrate the contrary; but it can be stated posi- 
tively that many cases of refractive errors corrected under 
homatropine have to be corrected under atropine afterward, 
and the later correction is nearly always made by a _ different 
oculist. 

After quite an exhaustive series of experiements with homa- 
tropine in various strengths and in various combinations, in- 
cluding the discs recommended by Dr. Woo, I am perfectly 
satisfied that the drug cannot be depended on for producing 
the degree of relaxation of the accommodation necessary to 
insure satisfactory correction of all refractive errors. 

It must be admitted that many, perhaps most, of the pa- 
tients suffering from refractive errors are satisfied with and 
grateful for even very imperfect corrections of their errors. 
What oculist is there who has not seen satisfactory results 
from the prescription of glasses correcting half, a third, or 
even less of the total error, and when these facts are known is 
it to be wondered at that, when homatropine brings out a part 
of the error, successful prescribing after its use may be the re- 
sult in a large number of cases. So long as the whole refract- 
ive error, as determined by the use of mydriatics, is not cor- 
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rected (and oculists making a practice of giving full correction 
are the exception) by the leading lights of the specialty, can 
any one be criticized for not determining the total error? 
It does not seem strange that when such wide variations in 
“allowance for tone of the ciliary muscle” and “rule of thumb” 
reductions from the total error found when atropine is used, 
are found to be the practice of oculists throughout the world, 
that different opinions regarding the necessity for learning the 
total error should obtain, and it is to call Dr. Cotter’s atten- 
tion to these self-evident answers to his query, rather than be- 
cause of membership in the class or men that he designates as 


“wise” that I rush into print. 
W. S. Fow er, M.D. 


WasuincTon, D. C., Oct. 28, 1891. 


Epiror AMERICAN JOURNAL OPHTHALMOLOGY: I’m not a 
doctor, M.D., D.D., or D.D.S., but I’m a newspaper man, 
which includes all degrees. I come to you with a question. 
Not long ago I happened into an oculist’s office, where he was 
projecting with cold pig’s eyes for cataract. I asked him to 
let me squeeze out a few, and he did it. I fancy it wasa good 
thing for the pig’s comfort that he was dead, but I removed 
the cataract, just the same. Then the doctor told me how the © 
eye restored itself, and how a glass supplied the place of the 
lost lens. I asked him why oculists, instead of using a glass, 
did not slip into the place of the clouded lens removed from 
the human eye a healthy clear lens from a pig’s eye, and-he 
said he did not know, that it had never been tried, as far as he 
knew. He is yet quite new in the profession, and, vf course, 
his knowledge can not be so extensive as yours. WhatI want 
to know from you is, is such an operativn possible, with any 
degree of hope as to ultimate success, and has it ever been 
tried? If not, why not? 

With the hope of enlightenment on this subject in the Jour- 


NAL, Iam yours, sincerely, 
W. J. Lampton. 


SOCIETY PROCEEDINGS. 


REPORT OF THE DISCUSSIONS OF THE 24TH 
ANNUAL MEETING OF THE AMERICAN 
OPHTHALMOLOGICAL SOCIETY, HELD 
AT WASHINGTON, D. C., SEPT. 

23 AND 24, 1891. 


[ CONCLUDED | 


Paper by Dr. Gearge C. Harlan, of Philadelphia: “A Mod- 
ification of Dieffenbach’s Operation for Restoration of the 
Lower Eyelid.” 

Paper by Dr. Samuel Theobald, of Baltimore: “A Case of 
Successful Skin-Grafting Upon the Eyelid by Thiersch’s 
Method. 

Discussion on the above papers was, on motion, postponed 
until Thursday morning's session, and the Society then ad- 
journed. 


TuurRSDAY MORNING, SEPTEMBER 24, 1891. 


The discussion of the papers of Dr. George C. Harlan and 
Dr. Samuel Theobald, read at the previous session of the 
Society, were proceeded with: 

Dr. Henry D. Noyes, of New York.—I will not take up the 
* attention of the Society for more than a moment. I only want 
to say in reference to Dr. Harlan’s proceeding that it is an ex- 
tremely ingenious and satisfactory method of treating certain 
very difficult cases, and I would call attention to the fact that 
the same proceeding has been performed by myself; when I 


(3 5) 


386 JOURNAL OF OPHTHALMOLOGY. 


have been obliged to slide a large flap into a lid and have left 
a secondary, I have used a portion of hairy scalp to slide into 
position. This does not become objectionable in such cases, 
and it answers precisely the same purpose as Dr. Harlan’s 
method. 

In regard to the second paper which was read by Dr. Theo- 
bald, I merely want to give my experience in a similar class 
of cases. I have had under my notice for the last two years a 
man whose face was shockingly burned and whose tissues were 
cicatrized to a terrible extent, and for that man I first per- 
formed Wolf’s operation as there was no tissue in the vicinity, 
and took the structure from the front of the abdomen. That 
flap introduced into the lid shrunk so much that the deformity 
was reproduced in comparatively a short time, and it practically 
did almost no good. 

Then after the lapse of several months I did Thiersch’s 
operation, being encouraged in this by what I saw at the 
Johns Hopkins Hospital last year, and believing that the in- 
troduction of the flap including only the epidermis would be 
less inclined to shrinkage. This has done better than Wolf’s 
operation. But even that has undergone shrinkage, which 
was so considerable that it continued to leave ectropium. 
A third operation was performed in which I had to use the 
adjacent cicatricial skin, and that skin in the lapse of one and 
one-half years had acquired so much thickness that I could 
turn the flap from the forehead down, and by this operation I 
have succeeded in restoring considerable breadth to the upper 
lid. This was supplemented by the uniting together of the 
outer halves of both upper and lower lids, leaving the eye 
covered during this period. 

The Wolf operation was a failure; the Thiersch operation a 
partial success. It was supplemented afterwards by a flap of 
cicatricial skin. 

Paper by Dr. G. E. de Schweinitz, of Philadelphia: “A Case 
of Elephantiasis ofthe Eyelid.” 

Paper by Dr. F. M. Wilson, of Bridgeport, Conn.: “The 
Use of Vaseline in Gonorrhceal Conjunctivitis.” 
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Dr. SAMUEL THEOBALD.—Was the vaseline melted before its 
insertion? 

Dr. Witson.—No sir. Put in cold and it is afterwards 
melted by the warmth of the skin. 

Dr. Davip WessTER, of New York.—Just one word as to 
vaseline and the method of applying it. Since the time two 
or three years ago wherthe Doctor first proposed this method 
of treatment and told us about the use of it, I have been apply- 
ing vaseline in these cases. I find the best thing to do is to 
get the pure white vaseline, that which comes in the artists’ 
tubes. You unscrew the cap, and inset the mouth of the tube 
under the upper lid, not touching the cornea, and see that you 
squeeze the vaseline well into the cul-de-sac. I would like to 
know if that is the way Dr. Wilson applies it? 

Dr. Witson.—I think the most important point is to get the 
vaseline after it melts clear to the bottom of the cul-de-sac. I 
use the sime vaseline spoken of by Dr. Webster, and apply it 
between the lids, and rely upon manipulation afterwards to 
extend it in the reqired directions. I keep up this manipula- 
tion until I am sure that the vaseline has become quite liquid. 
I think that is a very important thing. 

Dr. R. J. McKay, of Wilmington, Del.—I have had recently 
three cases of gonorrheea in which I started with vaseline and 
boracic acid, one of the latter and two of the white vaseline, 
and for a while it seemed to do very well. One was a very 
bad case from Wills Eye Hospital, Philadelphia, in which 
there was loss of one eye. When the patiert came to me 
both eyes were filled with purulent matter; this case was not 
one of gonorrhcea. Yet complete destruction was going on. 
I tried the peroxide of hydrogen one part to two parts ofa 
1:10,000 of bichloride, and after cleaning the eye by injecting 
it with the largest nozzle of the lachrymal syringe well up into 
the cul-de-sac, I found that it seemed to saponify and get rid 
of the pus'very fast, and thus I got rid of a large amount of 
the “running” in a most surprising manner to me; and at the 
present time I hope to go back to find that old man a good 
deal better. I do not know whether I shall save the remain- 
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ing eye or not, but I believe the peroxide of hydrogen injec- 
tion was a most valuable thing. I first tried it upon the eye 
that had been lost, and found so large a diminution of the 
purulent discharge that I tried it upon the other one, with 
equally satisfactory results. 

Dr. Henry D. Noves.—I am glad to be able to corroborate 
the remarks that have been made as to’ the advantages occur- 
ring from the use of vaseline. I think Dr. Wilson has stated 
the matter judiciously. It is not a curative agent, but it adds 
greatly to keeping the eye clean and protecting the cornea. I 
was delighted as well as surprised to find that a case in which 
I had used it last—not a severe case—but one of the patient’s 
eyes had been lost—how thoroughly it protected the cornea, 
which kept glistening and bright. The vaseline has to be 
thrust up by a small spatula and of course used in connection 
with the other treatment, the cold bichloride solution, the 
nitrate of silver and all other methods that may be proper. 

In regard to peroxide of hydrogen I would say that it was 
tried at the Eye and Ear Infirmary several years ago when it 
was going the rounds, and I have this much to say regarding 
it: It does have a wonderful power of controlling the secre- 
tion. It will remove the purulent discharge quicker than any- 
thing I have found; but it leaves cedema and the destructive 
process going on as rapidly, if you rely upon that alone, as if 
you did not use it. It is wonderful in its control over the 
secretions, but it does not help you out, and I do not think 
we cure any more cases by this than by ordinary treatment. 
Of course, we were not then using vaseline, but I shall never 
hereafter treat these cases without vaseline and keeping the 
eye continually smeared with it. 

Dr. AvBertT G. of Philadelphia.—I would like to add 
a note from my own experience which, though recorded else- 
where, may be of use to the members of this Society. I treat 
these cases with an ointment of lanoline and cubebs which is 
applied to the skin surface of the upper lid, is absorbed and 
acts very happily in these adult cases. I use an ointment of 
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ten grains of oleo-resin of cubebs to the drachm, stronger than 
that makes a very painful application. 

This disease is a very destructive one and I thought that 
this hint might be of use to the members of the Society in 
some of their cases. 

Dr. F. B. Lorine, of Washington.—In connection with this 
case there is one thing that I have used with great success, 
and that is an application of menthol and vaseline for the 
breaking up of furuncular processes. I take two drachms of 
menthol and dissolve in liquid vaseline, apply that and the pain 
almost entirely disappears, and resolution takes place very 
rapidly. These little furuncles are apt to come in a series of 
three. I have never seen recurrences after this method of treat- 
ment. It produces some little inflammation of the conjunctiva 
if it gets in the eye, but it is very much slighter than you 
would naturally think from the strength of the application. I 
have used it repeatedly on the eyelids and in the meatus of 
of the ear, and I have found it to be superior to anything else 
I have tried. 

Dr. R. A. Reeve, of Torunto.—I would suggest the dipping 
of a point that is slightly flattened in gelatol emulsion, and 
apply that to the bottom of the cul-de-sac. 

Dr. W. V. Marmion, of Washington.—I have heard nothing 
of the division of the outer canthus during this discussion of 
vaseline in the treatment of gonorrhceal ophthalmia. It has 
always seemed to me that pressure was more instrumental in 
destroying the cornea than purulent discharge, and I should 
dislike to trust a case of mine to the nitrate of silver, vaseline 
or other agent without first getting rid of the pressure of the 
upper lid. It seems that the pressure causes tumefaction of 
the cornea and glands, everting the lid, and there is nothing 
like the safety assured by the operation. 

Dr. F. M. Wixson, of Bridgeport, Conn.—Just one word in 
closing. I think that all instruments of any kind put inside of 
the lid to get at the bottom of the cul-de-sac are apt to do 
harm unless kept in the hands of the surgeon himself. If we 
treat these cases we are obliged to leave them in the hands of 
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hospital nurses and inexperienced persons in private houses; 
and in cases where the lids can be separated at all, it you get 
the vaseline between the lids, and will work them backward 
and forward long enough it will melt and penetrate to the 
bottom of the cul-de-sac, and will not have to be pushed back. 
I think that the person who takes care of the eye and removes 
the pus is the most important factor in all cases. Vaseline 
has no power as an antiseptic. But if introduced without 
mechanical violence, it is a valuable auxiliary. 

Paper by Dr. H. Knapp, of New York: ‘Demonstration of 
a Roller Forceps for Pressing Out Trachomatous Granulations 
According to the Mangle Principle.” 

Dr. Davin WessTER.—I have used this method of treatment 
of follicular trachoma and granular lids in quite a number of 
cases. I have not counted them up, but within a year or two 
I have been operating in suitable cases and always had the 
best results. I have always used Noyes’ forceps for that pur- 
pose. It requires two pairs, one to fix the lid, the other to do 
the squeezing and scraping. After I had operated on quite a 
number of cases I learned that it was a rule with a number of 
my most eminent colleagues in New York City to apply the 
sulphate of copper freely after the operation, first wiping away 
the blood, then applying the sulphate. So I tried that in one 
eye, and did not do it in the other eye of the same patient. I 
thought I would compare the result. The result was that the 
eye that had the sulphate of copper applied to it became very 
much more inflamed, there was a good deal of inflammatory 
reaction, and it was much longer in recovering than the other 
eye. The result was absolutely the same. I find that by this 
method of treatment we can cure cases of follicular trachoma 
in a couple of weeks, or zear/y cure them in that time, where 
it would take perhaps two years to cure them by any other 
method. I think it is one of the greatest discoveries of modern 
ophthalmology. 

Dr Mytes STaAnpisH, of Boston.—Since Prince showed me 
these forceps I have used them in my clinics frequently, and 
with most satisfactory and surprising results. Patients come 
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in, not able to open the eyes, you squeeze out the contents of 
almost all the granulations, and the next day they come down 
_ stairs with the eyes wide open and say they feel fine. The 
results have been very satisfactory tomy mind. It is true that 
with Prince’s forceps there is a good deal of bleeding and ap- 
parent tearing of the conjunctiva. I think, however, this is 
more apparent than real, as the next day the conjunctiva looks 
quite entire. It would seem as if each follicle was readily 
broken up by Prince’s forceps and evacuated of its contents. I 
have always done it under cocaine, however. If Dr. Knapp’s 
roller forceps will do the same work with less laceration, it 
seems to me they are to be preferred, but that the treatment 
is correct, and that it shortens up the length of stay in the hos- 
pital of all cases of acute granular lids by at least three 
months, I am fully certain. 

Dr. Henry D. Noyes.—I have made use of these forceps as 
a good mechanical arrangement for performing the work, and 
I am willing to grant that a certain amount of laceration and 
reaction takes place which is unpleasant. In some cases I 
have had to resort to the use of ice water continually for two 
days; but in most cases the cedematous condition subsides be- 
fore that time. Having all the squeezing power at one side of 
the handle, you are able to get into the outer and inner angle 
better than you can by any other instrument, and you can pick 
up small portions of tissue and handle it with the forceps I 
have made use of better than by any other method. I think 
the rollers Dr. Knapp has described would do best in those 
cases where you want to squeeze out the follicles on the tar- 
sus. There you may be able to exert an amount of pressure 
greater that you could secure with other instruments. 

You must always have two pairs of forceps, one to fix the 
tissues and the other to squeeze out. 

Now, as regards the cases to which this treatment is appli- 
ble. Let me say first: The cases to which this practice emi- 
nently applies are those of follicular trachoma in which there 
is no opacity or vascularity of the cornea. There is a slight 
amount of secretion and discomfort; the patient is not appar- 
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ently aware of it; he simply knows there is a purulent dis- 
charge. Galezowsky has done excision of the cul-de-sac in 
this class of cases, upon which I have also operated in this 
manner for many years. I have removed the cul-de-sac ofthe 
upper and lower lid, and no shrinking has taken place, owing 
to the prudence with which it is done; I have got rid of this 
disease by this method, in cases which would otherwise have 
occupied from six months to two years for cure. This is not 
a dangerous disease; it never produced vascularity of the 
cornea. 

But take the mixed cases of trachoma, and this method is 
not so successful. It helps the cases, but you have still to go 
on with the ordinary methods of treatment, with the nitrate of 
silver, astringents, and whatever else should be applied. 

I wish to add but one word more. I have done this opera- 
tion to a very large extent during many years. I have not 
kept any statistics, and have not recorded my cases, and have 
only been giving you impressions derived from the growth of 
experience. The thing can recur. Dr. Knapp has not seen it 
recur. I know at least two cases where after six months I 
have been obliged to resort to the squeezing again. Further- 
more, if you have treated your case with some severity in the 
process of squeezing, you will get a grayish film of plastic ex- 
udation of the conjunctiva that may last for a day or two; but 
you will find this disappears. This never results in cicatriza- 
tion. This process has never given riseto any shrinking of 
lids afterward, and it greatly shortens the period of treatment. 

But for papillary hypertrophy which may be consecutive, 
or primary, the squeezing does much less good. That has 
to be treated with sulphate of copper and nitrate of silver 
for a certain number of weeks. But I can assure you that 
extrusion of the follicles is a great boon. 

Dr. Emit GrueninG, of New York.—I have made use of 
another kind of forceps for the same purpose of squeezing out 
granulations. The forceps are somewhat similar to those of Dr. 
Noyes, but differ from his in this, that but one is required. 

I find that relapses occur when disinfection of the lids is not 
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resorted to. After expressing the granulations I use sulphate 
of copper in substance. Ina case of follicular trachoma in a 
child, where the lower lids only were affécted, I used this 
forceps without disinfecting the lid, and two days later I found 
that in both eyes the upper and lower lids were studded with 
granulations; there was an acute infection of the conjunctiva 
of the upper and lower lids and of the transition folds. This 
goes to show that the ordinary form of follicular conjunctivitis 
is really a granular conjunctivitis. I expressed two days later 
the upper and lower lids and used copper. The reaction 
resulting from this treatment was considerable, but with cold 
applications the reaction subsided and within a few days the 
child was well. 

Dr. H. Knapp, of New York.—As this question of conta- 
giousness and antisepsis has been brought up by Dr. Gruening, I 
want to say that I do not more than ordinarily cleanse the 
conjunctiva before the squeezing, but when the squeezing is 
over and after the bleeding has been going on for a time, 
which I encourage, I brush the whole cul-de-sac out carefully 
with a 1-5000 solution of bi-chloride of mercury. Even this I 
have often omitted without noticing any difference in the re- 
covery. 

With regard to the rationale; the action of the squeezing, I 
have given that subject considerable thought. It can scarcely 
be imagined that one squeezing removes all the germs that are 
in the conjunctival sac, which is often studded with granules 
from one end to the other, there being scarcely a square milli- 
meter free. When the squeezing is thoroughly done, the gran- 
ulations disappear as by enchantment, and; it seems, perman- 
ently. Ina number of cases which I have followed for three 
or four months, there has been no return after the operation, 
and the conjunctiva was as white and smooth as an ordinary 
conjunctiva. I think the organism rids itself of bacteria by 
congestion, transudation and extravasation. I may be allowed 
to cite the old observation that a cataract operation that bleeds 
does not suppurate. Purulent sloughing of the cornea is ar- 
rested and the cornea clears up, when a perforation takes place, 
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and the oozing of aqueous, throught it, drains and purifies the 
ulcer. In like manner, it seems to me, that, when this squeez- 
ing is done carefully, the bleeding and the oozing out of the 
tissue juice carry off the infective material which may still hap- 
pen toremain. We must bear in mind that there is in the 
living tissue a sufficient force to destroy or at least render 
innocuous a number of germs. If larger colonies remain, I 
should not be surprised to see the disease reappear. 

Paper by Dr. E. E. Holt, of Portland, Me.: “Extraction of 
Foreign Bodies from the Vitreous.” 

Paper by Dr. S. B. St. John, of Hartford, Conn.: “Extrac- 
tion of Foreign Bodies from the Interior of the Eyeball.” 

Dr. H. Knapp.—I hesitate to open this discusion, because I 
know all the members present have had large experience with 
these matters and the remarks upon them might be prolonged 
indefinitely. I would beg, however, to make two remarks only. 

Dr. St. John certainly did very well inthis one case where 
he got the foreign body out of the iris. A few years ago I ex- 
hibited such a case at the Academy of Medicine. I made a 
curved curneal incision, exposed and removed the foreign 
body, reduced the iris, and the healing was perfect and com- 
plete without any interruption of any kind. Ihave had a sim- 
ilar case since. Foreign bodies in the iris can be removed by 
simply making a flat exsection, exposing the iris, picking up 
the foreign body and putting back the iris as in simple extracf- 
ion of cataract. . 

With regard to Dr. Holt’s case, I had such a case lately, in 
which a piece of steel had penetrated through the cornea and 
the periphery of the lens, and by search with the ophthalmo- 
scope the body was seen sticking in the sclerotic about three 
millimetres below the macula lutea. It was surrounded by a 
white ring, evidently the cicatrizing edges of a rupture in the 
retina. I did not venture to go in with a magnet and make the 
attempt to draw this foreign body out. There was evidently 
a beginning of capsulation, and I thought it safer to allow the 
chip of iron to stay. I took the patient to the Hospital, kept 
him in bed two weeks, watching this process of capsulation by 
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which the foreign body was surrounded by a white substance 
of connective tissue. There was no inflammatory reaction, 
but some retinal congestion which gradually disappeared and 
the sight was very good. 

Dr. E. E. Hort, of Portland, Me.—Dr. Knapp’s case re- 
minds me of one seen two or three years ago. The patient 
while hammering steel felt something strike his eye. His 
family physician could find no wound and the functions of the 
eye appeared to be normal. Several weeks after the accident 
the eye became painful and when seen he had suffered ex- 
cruciating pain and the eye presented the appearance of a 
soft cataract. On removing the eye, a piece of steel the size 
of the point of a cambric needle was found near the macula 
lutea on the retina, surrounded by pus the size of a pea. I 
can’t say that this foreign body had ever been encapsulated 
but certainly it would have been a good one to have left for it. 
So it can be said of Dr. Knapp’s case as he said of those re- 
ported, “the last of it has not been told.” 

Paper by Dr. Lewis H. Taylor, of Wilkesbarre, Pa.: “Brain 
Tumor with High Grade of Choked Disc.” 

Paper by Dr. Albert G. Heyl, of Philadelphia: “Retinal 
Vessel Observation in Contusion of the Brain.” 

Dr. R. J. McKay.—I was very much interested in Dr. Tay- 
lor’s case, having seen a somewhat siinilar one some two years 
ago, having been called in consultation by one of our best 
physicians. This gentleman was a man of some prominence 
in the profession, he had translated Cazeaux’s Midwifery, and 
you would suppose him to be a well equipped man. I was 
called in to see the patient, who was said to be suffering from 
trouble with the ear. I found she had a double optic neuritis 
with a good deal of esophoria and that she suffered excruciat- 
ing pain. The attending physician regarded this as due to the 
ear trouble. We made a diagnosis of brain trouble. The 
pain was relieved by letting her have one eye covered fora 
long time, sometimes with a dark glass and sometimes with a 
patch. Subsequently a great variety of remedies were given 
to relieve her but in vain, until by cutting one of the interni 
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and then the other and then putting on weak prisms we finally 
succeeded. She lived some months afterward, and remained 
comfortable until within a few days of her death. 

Paper by Dr. T. Y. Sutphen, of Newark, N.J.:  “Amaurosis 
in Women; Clinical Cases.” 

Paper by Dr. G. E. de Schweinitz, of Philadelphia: “Addi- 
tional Experiments to Determine the Lesion in Quinine 
Blindness.” 

Dr. SAMUEL THEOBALD.—Were the experiments confined to 
dogs? 

Dr. DE Scuweinitz.—No. I have experimented to some 
extent with rabbits and cats. The latter are rather difficult to 
handle in physiological experiments. [Laughter.] 

Dr. Henry D. Noyes.—I should like to inquire if Dr. de 
Schweinitz has turned his attention to nicotine and alcoholic 
poisoning? 

Dr. DE Scuweinitz.—I have had some experiments with 
tobacco, and some lead, but am not in a position to report 
now. 

Paper by Dr. C. R. Oliver, of Philadelphia: “A Clinical 
Study of the Ocular Symptoms Found in the So-Called Mon- 
golian Type of Idiocy.” 

Paper by Dr. Edward Jackson, of Philadelphia: ‘“Eye-Strain 
from Correcting Cylindrical Lenses.” 

Dr. H. Knapp.—I would like to inquire of Dr. Jackson 
whether he means parallel or symmetrical axes? I have 
found that where asymmetrical axes were used there is diffi- 
culty. 

Dr. Jackson.—With parallel axes the distortion would be in 
the same direction for both eyes. If they were symmetrically 
oblique, we would have one image elongated this way, the 
other that way. I have not observed any greater ease in get- 
ting the patient accustomed to obliquely placed lenses when 
placed symmetrically and those placed asymmetrically. I 
think that in the mass of cases they are not symmetrical. 

Dr. Samuet D. Ristey, of Philadelphia—My experience 
agrees with that expressed by Dr. Knapp, Where the axes 
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are inclined fifteen degrees top out for example, or fifteen de-— 


grees in, they get accustomed to it much more readily than if 
they were symmetrical. I am of that opinion always, for I 
constantly find that if you have the oblique axis of each 
cylinder turned at the top to the left, or turned at the top to 
the right so the lens stands this or that way, the patient is dif- 
ficult to habituate to such glasses. 

Dr. Henry D. Noyes.—One point which I think worthy of 
notice is this: that the examination of the ophthalmometer 
showing us, as it does, the axis of the cornea, is by no means 
the standard which we must invariably adopt in fitting the 
cylindrical glass. I have often seen eyes where the ophthal- 
moscope shows an axis pointing seventy-five degrees, but in 
which I have found I had to give the patient an axis at ninety. 
That happens constantly, and it einphasizes also the fact that 
the meridian of greatest divergence is not at right angles. 
That happens often. It means an irregular curve of the cor- 
nea, which we must compensate as best we can. 

Iam glad Dr. Jackson has brought this subject so well be- 
fore our attention. This paper brings to my mind something 
like a satisfactory explanation of very difficult cases with which 
I have had to do in correcting astigmatism. 

Dr. Epwarp Jackson, of Philadelphia.—Just one word. 
The placing of the axes parallel or nearly parallel will pro- 
duce a much greater apparent change of shape, and | think it 
is of that the patient may complain for a long time. What I 
referred to were the symptoms of pain in the eyes and head- 
ache, those known as eye strain, not such a change of appar- 
ent shape. 

Paper by Dr. Lewis H. Taylor, of Wilkesbarre, Pa: “In- 
sanity Following a Mydriatic.” 

Dr. SutpHEN.—I wish to refer to a case which I have under 
observation at the present time. It was necessary to enucleate 
one eye on account of sympathetic iritis in its fellow. To 
dilate the pupil in the eye with iritis I used sulphate of atropia 


-in a solution of four grains to the ounce, every hour or two. 


Within twenty-four hours my patient became wildly delirious 
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and so violent that she had to be strapped to her bed. The 
delirium gradually subsided after a cessation of the use of the 
mydriatic. A second trial of the atropia a few days later was 
followed by a flushed face and signs of a nervous condition, 
which immediately disappeared after a small dose of morphine. 
The effect of the atropia, in this case, went far beyond the 
nervous irritability which we are all occasionally meeting with 
in its use. 

Dr. B. ALEXANDER RANDALL, of Philadelphia.—It may not 
be uninteresting since this case has been reported to speak of 
a slightly similar experience occurring in my practice, the 
trouble arising from the use of a single drop of hydro-bromate 
of hyoscine. I had used this solution on my own eyes without 
bad results, and in this particular case, which was that of a 
child coming to me from a distance, as I had no other mydri- 
atic at hand, I puta single drop of 1% solution of hyoscine 
hydrobromate in each of the patient’s eyes, and it was at least 
twenty-four hours before recovery from the delirium took 
place. 

Dr. Mytes STanpisH, of Boston.—I merely rise to say that 
I have had three cases of delirium in my practice following the 
use ofa 1% solution of hyoscine. 

Paper by Dr. S. D. Risley, of Philadelphia: ‘Note on 
Hyoscyamine. 

Dr. GeorGe C. HARLAN.—My attention has been called to 
a statement in the last edition of the “United States Dispensi- 
tory” that recent chemical and pharmacological experiments 
have shown that the hyoscyamine, duboisine and daturin as 
found at any rate in the shops are not only isomeric but are 
one and the same alkaloid, under different names. 

Paper by Dr. Samuel Theobald, of Baltimore, Md.: “Sup- 
plementary Note to the Case of Useful Vision Maintained by 
the Aid of a Totally Dislocated Lens heretofore reported to 
the Society.” 

Dr. Henry D. Noyes.—I would like to ask Dr. Theobald a 
question for my personal information. We may all of us meet 
with congenital dislocation of the lens, and I have recently had 
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to deal with some cases of that kind during the past winter. 
They are sometimes accompanied with a very high degree of 
amblyopia so that the vision is extremely bad, and no one 
would even deem it right to interfere; but I have sought in 
vain for articles on the removal of lenses. Now they would 
not be removed if the lenses were not in a mobile condition. 
Is there any experience as to the propriety of removing these 
transparent lenses in these cases of congenital ectopia lentis. 
I would like to make this remark that in certain cases where 
glaucoma supervenes and iridectomy is not available for any 
reason whatever, I have found extreme benefit from a combina- 
tion of cocaine and eserine, eight parts of eserine to one of 
cocaine, frequently accompanied by fomentations of hot water 
heated to 115° or 120° Fahrenheit, that this will reduce the 
tension of the eye, and when acting in combination with the 
other I find them very useful in some especial cases. 

Dr. R. J. McKay.—Dr. Theobald’s case reminds me of a 
somewhat similar one occurring to me some eight or ten years 
ago in which I was called into consultation, and my experi- 
ence may serve to answer a question which Dr. Noyes has 
asked. It was a case of congenital double dislocated lenses 
which were floating about in the vitreous and the patient was 
very highly amblyopic and myopic. She being very nervous 
and suffering considerable pain, I did not offer anything in the 
way of glasses or treatment at the first visit, and I saw the case 
no further after this until some time afterwards when I was sent 
for suddenly by the family doctor. I found her suffering 
severely with iritis and apparently panophthalmitis. She was 
very nervous and after I had prescribed for her 1 saw her no 
more. She went to Wills Eye Hospital, and was under the 
care of Dr. Keyser, whom I afterwards asked about the case, 
and he said that the patient’s lenses had become dislocated 
and had got under the conjunctiva, and he had to remove one 
lens and one eye. Perhaps some of the gentlemen here may 
remember the case; she was xt. 25 or 30, and this was some ten 
years ago. 

Dr. Georce C. HarLtan.—With regard to the removal of 
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dislocated lenses, I can recall one case which came under my 
observation some I5 years ago, that of a young girl, et. 15 or 
16 at the time. The lenses were totally dislocated, and were 
bobbing about in the vitreous. They were both transparent. 
She suffered from violent neuralgic pains, and under the im- 
pression that the lenses might be the cause of it, we concludde 
to remove them. I did so, with some difficulty, on account of 
their transparency. I was obliged to darken the room, and 
have an artificial light converged in the eye, and then I could 
see the lens only by the refraction at its margins. I removed 
them both by introducing the wire loop. I have seen this 
patient occasionally during the last few years. She still has 
good vision with cataract lenses. This case of Dr. Theobald’s 
in which the patient continues to have fair vision through a 
dislocated lens, reminds me of one case, which was to me very 
interesting as an illustration of the Helmholtz Theory of Ac- 
commodation. The lens was separated completely from its 
connections, but was very little displaced from its normal posi- 
tion, and for five or six weeks remained transparent admitting 
of good myopic vision. The ophthalmoscopic examination 
was easily made; and the fundus was normal and presented no 
indications of myopic formation. The interesting point was 
that the degree of myopia caused by the liberation of the lens 
from its suspensory ligament corresponded exactly to the near 
point of the other eye,which was emmetropic. 

Dr. B. ALEXANDER RANDALL, of Philadelphia.—As an inter- 
esting case in connection with the case mentioned by Dr. 
Theobald, I might refer to the result of a ruptured globe with 
traumatic subluxation into the anterior chamber which I re- 
ported to this Society in 1886 where after the spontaneous 
reduction of the lens the patient had fair vision for quite a 
while through the clouding lens. This gradually became 
opaque, and he tried the bramlebush method, getting another 
blow upon the eye, which couched his lens neatly and he has 
now very good vision. *°/x, with a cataract lens, which is as 
much as he can see with the uninjured eye. 

Dr. R. A. Reeve.—Some ten or fifteen years ago I had oc- 
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casion to enucleate the left eye of a young woman, who is now 
zt. about 30 ©She had congenital dislocation of the lens in 
the other eye. By wearing a cataract glass she now goes 
about with great facility, and in reading she bends her head 
forward in this way (indicating) with her glasses, and is able to 
read the finest text. 

I have had quite a number of cases of congenital disloca- 
tion. One case was that of an accountant in one of our bank- 
ing institutions, who did the exacting work required in that 
capacity satisfactorily. I adapted for his use two sets of con- 
vex lenses and he was able to do his work without interruption. 
However, I will not take up the time of the Society further in 
describing these cases. 

The Society then, at 12:30 Pp. M., took a recess until 3:30 P. M. 


AFTERNOON SESSION, THURSDAY, SEPTEMBER 24, I189Q1. 


Paper by Dr. Samuel Theobald, of Baltimore, Md.: “Sub- 
normal Accomodative Power in Young Persons a Not Infre- 
quent Cause of Asthenopia.” 

Dr. R. J. McKay.—I have-been very much interested in Dr. 
Theobald’s paper, and I largely agree with his views about 
this trouble. I would like to state how I test in these cases. 
Before I use any prisms I find what the refraction is. I put a 
dark red glass in front of one eye and let the patient look at 
the gas light in the shape of a candle flame at twenty feet, and 
see whether there is diplopia hyperphoria, esophoria or ex- 
ophoria, as the case may be; thenI go on with prisms using 
ten degrees first, five on each side, bases in, and then I rotate 
these and find confirmation often of what I found with the red 
glass. Usually I make a mental note of that—I am able to 
carry things well in my mind—and then I examine the eyes 
with square prisms of the kind I first saw some twenty years 
ago in Dr. Noyes’ office to find the muscular power that is 
present which I record; then I again put them through, look- 
ing at the light twenty feet off with the red light and with the 
prisms. I then know something about the strength of the 
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muscles, and record the “phoria,” or “heterophoria” found. I 
rarely use a prism base down in exercising the muscles. By 
this procedure, I think I have gotten rid of the spasm, which 
Dr. Noyes mentions so pointedly, and feel I know something 
about the case. And if these patients have exophoria or eso- 
phoria in accommodation, I pay no attention to it, provided 
they have orthophoria for a distance, and fairly good muscular 
power. I think Dr. Theobald has brought out a good point, 
that when there is slight exophoria in reading power, and none 
at a distance, there may exist what he describes as subnormal 
accomodative power. 

Dr. Epwarp JACKSON, OF PHILADELPHIA.—I think Dr. The- 
obald has done well in calling attention to the swing of the 
pendulum in this class of cases. I do not think, however, that 
I can quite agree with him as to what he designates by the 
term subnormal accommodative power. It seems to me that 
if the amount of accomodative power is really up to the nor- 
mal, if the eyes have the near point of normal eyes and exert 
the same amount of accommodation, to speak of them in this 
way will introduce confusion. It may be right to speak of 
subnormal accommodative endurance. The phenomenon, 
however, is very closely allied, almost identical, with that of 
insufficiency of the muscles. Itis a faulty co-ordination of 
ciliary contraction, with contraction of the internal recti, if I 
understood the class of cases Dr. Theobald had chiefly in 
mind. Where with a certain amount of convergence there 
was a relatively small amount of ciliary contraction. These 
are closely allied to heterophories rather than cases of simple 
weakness of the ciliary muscles. Now there are a very large 
number of cases, 1 think, that come to us with accommoda- 
tive power actually below the normal. I find quite a large 
proportion of cases with decidedeye strain, hyperopes, as well 
as myopes, presenting actually low power of accommodation. 
It seems to me these better deserve to be spoken of as cases 
of subnormal accommodative power than the other class to 
which, as I understood, Dr. Theobald principally referred. 

Dr. J. A. Lippixcott, of Pittsburgh.—Dr. Theobald is 
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doubtless correct in stating that exophoria at the reading dis- 
tance is very common; but I do not agree with him that any 
considerable degree of this condition ought to be regarded as 
normal. Most probably, 90% of my cases showing exophoria 
for the near point, amounting to six or eight degrees, derive 
positive comfort from the addition of a prismatic element to 
their reading glasses. The strength of the prism which I usu- 
ally find of service is about one-half of the insufficiency for the 
reading distance. 

In regard to the treatment of these cases of accommodative 
asthenopia there is one method that has not been alluded to. 
and that is the gy.nnastic method introduced by the late Dr. 
Dyer. The patient is directed to read for four or five minutes 
three times a day, and gradually to increase the time of each 
reading until an hour and a half is reached, namely four and a 
half hours of reading during the day. It is true very few men 
can be induced to carry out such a program, but many women 
can, and women it is, pre-eminently that suffer from this form 
of asthenopia. Dr. Dyer’s method has been followed in hun- 
dreds of cases with excellent results, and I regard it as a most 
excellent contribution to ocular therapeutics. 

Dr. B. ALEXANDER RANDALL.—This abnormal accommoda- 
tive power—or, better, insufficiency of accommodation—like 
insufficiency of the convergence—has always been especially 
interesting to me. It is largely a matter of terms; but I like 
better these latter names, for it strikes me as a bad phrase to 
call muscles insufficient which may be abundantly strong, yet 
do not act sufficiently. As Ihave stated on previous occa- 
sions, in@ufficiency of convergence for the near I have found 
rather the rule than the exception; but I cannot agree with 
Dr. Theobald in regarding it as normal, any more than I ac- 
cept as normal the hypermetropia which is present in the ma- 
jority of eyes. However great we may for the moment make 
the region of relative accommodation and convergence, these 
two functions are really closely linked, and deviation from the 
typical balance are usually cases of distorted co-ordination. 
Some of these cases are best met by optically making up the 
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difference with lenses or prisms, and following Dr. Risley, I 
have always given about one-half of the correction for lateral 
deviations, as Dr. Lippincott advises; some are due to actual 
weakness, and are greatly helped by weak eserine collyria or 
administration of nux vomica; but in many cases efforts to 
mechanically restore the lacking balance are largely abortive, 
and relief is gained by tonics acting centrally in restoring the 
disturbed co-ordination. 

Dr. Craver, of Chicago.—The want of co-ordination of 
the convergence with the accommodation the speaker has re- 
fered to, I have met with very often by examining patients by 
the method described by me before the Society yesterday, by 
means of the apparatus which separates the field of one eye 
from the other without the use of prisms. One half of all 
persons I have ever seen examined show exophoria at a range 
of eleven inches, and it is very common to find from 3 to 6 
degrees; yes, even 8 degrees, where no complaint exists, or 
where asthenopia is due to other causes. Moreover, I would 
state that exophoria at short range is necessarily a morbid oc- 
currence. I would assert this definitely on the strength of the 
tests I have made with Landolt’s ophthalmo-dynamometer, as 
persons who may show an insufficiency of convergence of 6 or 
7 degrees at reading distance when binocular vision is sup- 
pressed, will still converge up to 2 inches without diplopia, in 
Landolt’s test, and, therefore, have 20 metric angles at their 
disposal, an amount of convergence fully equal to the normal 
limit. Accommodative troubles which do not come under the 
classical heads, where we cannot distinctly assign a typical 
cause for the asthenopia, have been very common in my 
practice. Quite a fair number of these I have been unable 
to benefit by the use of prisms or spherical or cylindrical 
glasses or remedies as eserine intended to strengthen the cil- 
iary muscles. I have for the past few years been able to re- 
lieve some of these, however, by attention to the nose, and it 
has been my good fortune in a fair number of instances to 
succced in removing all asthenopia by means of an operation 
intended to relieve nasal obstruction. I must emphasize, how- 
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ever, that these remarks apply only to that class of asthenopia 
in which the complaints not due to typical errors of refraction 
or accommodation. 

Dr. JOHN Green, of St. Louis.—I have long felt that in 
dealing with asthenopic patients too little thought has been 
given to possible accommodative fatigue, and this whether in 
the presence or in the absence of noteworthy errors of refrac- 
tion or of demonstrably disordered muscular balance. Some 
of the members present may recall a communication made by 
me to this Society in 1881, in which I adverted to the systemic 
use of very small instillations of a weak pilocarpine solution, 
in conjunction with graduated daily exercise of the accommo- 
tion as taught us by our late colleague, Dr. Ezra Dyer, ina 
paper printed in 1865 in the first number of our Transactions. 
I can now only reiterate what I stated here ten years ago. 
namely, that I regard my asthenopic cases as essentially cases 
of strained accommodation, and believe that I have derived 
great advantage in their treatment from the instillation, say 
twice a day, of a solution of hydrochlorate of pilocarpine of 
the strength of one or two grains to the ounce; the quantity to 
be instilled is carefully measured in the tip of a fine-pointed 
pipette, and should ordinarily not exceed perhaps one-tenth 
of aminim. The intention is to instill a quantity a little less 
than would be required to produce noticeable contraction of 
the pupil or tension of accommodation. 

In this connection it may be permissible to refer to the fact 
that our colleague, Dr. N. B. St. John Roosa, has recently 
given expression to views substantially in agreement with 
those which I have long held. . 

Dr. SAMUEL THEOBALD.—In regard to Dr. Jackson’s objec- 
tion to the use of the term sub-normal accommodative power, 
I would say that I gave the matter of nomenclature consider- 
able thought. Two names occurred to me; one was the term 
used—sub-normal accommodative power, the other insuffi- 
ciency of the ciliary muscles. I did not feel quite justified in 
using the latter term because I had no way of determining 
whether the weakness was in the ciliary muscles or whether 
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the condition of the lens was such as to make it diffi- 
cult for the ciliary muscle to produce the usual change in its 
curvature. Therefore, I thought the former term was the bet- 
ter one to employ. 

That there is an actual sub-normal accommodative power in 
these cases I feel convinced. This results either from weak- 
ness of the ciliary muscles or from some unusual condition of 
the lens. 

As to Dr. Jackson’s reference to insufficiency of the exter- 
nal recti muscles, I am a thorough believer in the fact that we 
have at times true insufficiency of the internal and external 
muscles. I think that the muscles are poorly developed in 
many cases, and that they are not capable of performing their 
work. I do not think there is simply a want of nervous en- 
ergy. I have very often observed in making these tests, and I 
am sure that others have noticed the same thing, how greatly 
the size of a given muscle varies in different subjects. In one 
case we have twice as large a muscle as in another. In some 
cases there will be found merely a slender band, making us 
disposed to doubt whether we have cut the whole muscle 
through. 

As to divergence in the near vision being anything like ex- 
ceptional or being present, as Dr. Gradle has claimed, in only 
50% of cases, I am very sure from my own experience that 
that percentage would not begin to represent the actual fig- 
ures. I believe that nearly 90% of all the refraction cases I 
examine show exophoria at the reading distance. In emetro- 
pic eyes the normal condition in fully 90% of cases is exopho- 
ria at a reading distance, and this exophoria will vary; it will 
rarely be as low as 2 degrees and will go from that to 5 or 
even 6 degrees. 

In regard to Dyerising or exercising the ciliary muscles by 
systematic practice, it seems to me that with a school girl 
who comes to me and who has been exercising her ciliary 
muscles in the most thorough manner it is very doubtful 
whether anything of this kind will be beneficial. 

It is like telling a man who spends his days in breaking 
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stone on a road that he had better use dumb bells. He does 
not need local exercise. He is using his muscles every day. 
Certainly the cases I have seen were cases in which the mus- 
cles were habitually used; they were exercised daily. I doubt 
very much, then, whether any good could come from telling 
these patients to read systematically, and to gradually increase 
the length of time of reading. , 

Paper by Dr. George C. Harlan, of Philadelphia: ‘An ad- 
ditional Note on the Toric Lenses.” 

Paper by Mr. Henry S. Oppenheimer, of New York: “The 
Blind of New York City.” 

Paper by Dr. Johan Green and Dr. J. J. A. Ewing: “Colloid 
Tumor of the Optic Nerve.” 

Paper by F. F. Buller, of Montreal: “Glaucoma after Ex- 
traction of Cataract.” (See October number of this Journal). 

Dr. B. ALEXANDER RANDALL.—I think this is a very 
important matter. I have seen no mention of these cases 
since those reported to the Society by Dr. Morris several 
years ago. I hope the paper will be discussed by the gentle- 
men present, because it is of very great importance. Having 
one or two cases of glaucoma where I am going to do cata- 
ract operations, I rather think I may have some trouble, and I 
would like very much to hear from the experience of members 
present. 

At the close of Dr. Randall’s remarks the reading of the 
minutes of the Society was proceeded with, following which 
at 5.40 p.M. the Society adjourned. 


i 
| 
| 


pr. 
Dn. 

DE. 

“DR: 

DR. 

DR. 

“DR. 

| 
| G! 
m 

“Aft 

At 

Thy 

De 

| 

Ex 

Ex 

= 


«AMERICAN JOURNAL 


Dx. F. BULLER, Montreal. 

‘De. B. Fryer, US.A., Kansas City. 
pa. J. GREEN, Sty Louis. 
‘hg. E. Grumxine, New York. 

F. 0. Hotz, Chicago. 
Howe, Buffalo. 
Cu. J. Kirr, Newark. 
Opal Swan M. BURNETT, Washington. 


Dr. J. C. LUNpy, Detroit. 

Dr: T. R. New York. 

Dr. J. 8. Proct, Brooklyn. 

Dr, G. STRAWBRIDGE, Philadelphia. 
Dr. Baltimore. 

Dr. W. THomson, Philadelphia. 
Dr. 8. J. B. VERMYNE, New Bedford. 
Dr. 0. F. WapsworTts, Boston. 3 
Dre. D. Wensrer, New York. 


ORIGINAL ARTICLES, 


ation for Secondary Cataract Fot- 
awed by trido-Cyelitis and Consecutive 


SOCIETY PROCEEDINGS. 


A Mod! fication of Dieffenbach’s Operation 
for Kesteration of the Lower Byelid,..-. 


conmTENTS: 


4 


terior of the Byeball .. 
Benin Tumor with High Grade of Ckoked 
ac 
Retinal 
Amaurosis in Women; Clinieal Cases ..... 
Additional Bxperiments to Determine thy. 
Lesion in Quinine 
A Clinical Stady of the Ocular Sy mptoms 
Found in tne So-called Mongollan Type eres 


“Bye Strain from Correcting Oylindrical 


-vation Contusion 4 


5 


“TERMS, PER YEAR, 


Case of Suecessful Ski n-Crafting Cpon 
the Frelid by Thierscb’s 885 Vision Maintained © 
Cade of *lephantiasis of the By elid,...: 386 ly Dis.ocated Lens eretofore Reported 
‘The Use of Vaseline in Gonorrhoal Gon- to the Society 
Demonstration Roller Forceps for Young Persons a Not Infrequent Case of 
tons according to the Mangie Prinetple.. 39. Ao Additional Note on the. Toric Lenses.. 407 
Extraction of Forcign Rodies from, the Bindot New York 407 
Bxtraction of Foreign Bodies the Tn- |., Glaacoma after Extraction of Cataract... 407 


CHAMBERS & CO., 
PUBLISHERS AND DEALERS IN MEDICAL BOOKS, 


914 LOCUST STREET, ST. LOUIS, MO. 


Entered at the Poct-Office at St. 


Louis, Mo., as Second-Class Matter/’ 


§ 


Yoi.. Vill. ST. LOUBMO, DECEMBER, 1891. No. 12. 

= Edited by ADOLF ALT, MD., | 
3036 Locust Street, St. Louis,Mo., 

IN CONJUNCTION: WITH 


~ 


| 
| 
| 
| 
ma 
3 
' 
{ 
Mote to. the Oase of Useful 
= 
i 
Z 


> 


» 


Ch MARCHAND'S 
| “PEROKIDE OF. HYDROGEN] 


(MEDICINAL) (ABSOLUTELY HARMLESS, 


“Most powerfal bactericide and. pus 


Endorsed by the medical profession. 
Uniform in strength, purity, stability. 


>. 4) Retains germicidal power any length of time; 
perfeet safety. 

Send fo: free book of ya pages, giving the 

Hydrogen and Ozone—Their Antiseptic Properties. Medion News of Phila., Pa: 


DR. Ss. POTTS EAGLETON, Resident Physician ia of 


of Hydrogentn Abdominal Surgery.’ News of Philadetphia, Pas, 


DR. C, A. PHILLIPS, wit Boston... Masst Read before rhe International of: & 
“Homeopathy, Adantic City, Jane wth, Adjuvants or Aids to Gynecology.”’ 


““NOTE.— Avoid substitutes—im shape of the commercial article bottied- unfit 
and unsafe to use 28 a medicine. 


Marchaniits Poroatde of Hydrogen (Medicinal) sold only in 
and 16-02, Bottles; bearing a bine label, waite letters, ved and gold = 
Dorder, with his signature, “Never sold in bulk. 


he 


4, 


‘ 

. 


Physicians willing to exprem charges wit seceive free sample on application. 
4 
b xe 


Chemist and Chadwabe of the Ecole den de Paria! 


BY LBA DING DRUGGCISTS...~ 
Labora 10 West. Fourth New York. 


i 
> 
‘ 
= 
——7 
4 
avy 
j 
4 
% 
| 
J 
is 
— 
{ 


Before baying your case of 


EST LEN SES, 


POUR No. 9 COMPLETE CASE WITH COMPOUND FRAME, 
808.00. NET CASH 


al, 


Privilege Examination. 


BE. MADISON STREET, - CHICAGO, TLL. 


= Our facilities are such that we can furnish any Medical ; bis 


Books to the Profession at Lowest Prices. IT WILK 
te correspond with us before making your purchases, 


dH. CHAMBERS & 00., 


Publishers and Dealers in Books, 4 


4 
wig 
- 
- 
ral 
ian 
~ 
tat 
| 
| 


BY. DR. SC AYRES, 


“ARRANGED 80 that Bisoases of the Eye, Errors of Refiaction 
Surgical Cases cam be quickly. recorded and éasily referred to at any tig 
Whe spaces are arranged forthe numbers whick eorrespond to the number bi 
pny cage book where.they are consecutively. If cases are not 
Ybered the page can be entered instead of thé mumber of the case. The i 


goltimn on the right side of each page is for the total of that line. By nda 
“ap this:column the totals of any disease cain be easily calculated. 


« 


2 
5 


AN IDEA of the of the book is given daying 
it Will, record the numtbers of about 


and: {tie’same number of 


qT) WiLL several hundred cases ‘of. and ky 
muscular Anomflies in proportion. “There are'spaces for 3,900: cases of 
diseases and 1,800 for corneal diseases. Full, reports of 
eeataract operations ean be entered, giving fall particalars of the operation and 

‘primary and final results... Abundant room is allowed for choroidal, retina 
4 optic nerve diseases. “In fact headiugs are that any 


sean be readily and 

THE. ADVANTAGE BS 
OF THIS BOOK -are that all:eases.can be quickly recorded and readily 


referted to. It will make the recording and-clussifying of all. diseases of thie 
“eye, errors of refraction-and surgical cases an easy utatter, and it-will be very 
aisefal in all Hospitals and Clinics as well as in ‘private 


Matted an Receipt of Price, $3.00. i 

H. CHAMBBRS & Locate ST.LOUIS, MO 


te. 


f 


> 4 
OF 
f 
-etinal, 
4 
eadily 
10 


